Giant cell hepatitis has been reported in association with neonatal SLE5 and, more recently, with SLE in an adult.6 The first two cases of giant cell hepatitis in association with neurological features have also been published recently.' The current case shares similarities in that the patient presented with neurological features and abnormal liver function tests were detected only on routine screening. This suggests that when extensive giant cell transformation is noted on liver biopsy, particularly when neuropathy is also a feature, the possibility of an association with SLE should be considered.
We thank Drs RM Bernstein, JM Braganza and W Schady for permission to report this case. On day 24 of re-induction chemotherapy, the patient developed right sided pleuritic chest pain and fever. He remained totally neutropenic. Chest x ray and CT scan showed cavitating lesions in the right lower lobe. The dose ofliposomal amphotericin B was increased to 5 mg/kg daily and a right lower lobectomy was performed. Histology revealed branching hyphae invading blood vessels (fig 1) . The hyphae were fragmented and were not present ruptured in sufficient numbers to permit further characterisation. A filamentous fungus, off-white in colour, was grown on one of three Sabouraud plates (the 37°C plate) from the lobectomy specimen pool. Septate hyphae were seen, but no other characteristics were noted. The fungus was submitted to the Mycology Reference Laboratory where it was subcultured onto slopes of Sabouraud's glucose agar, potato sucrose agar and Borelli's lactrimel agar, and incubated at 30°C in the dark. After one week, the off-white mould had developed a central dark pigment, especially on the lactrimel agar, but no sporing structures were produced after one month and the cultures were allowed to continue to grow at room temperature in natural light. After growth in these conditions for a further six weeks, the culture on the lactrimel plate contained mature perithecia of Cglobosum (fig 2) . An attempt to repeat subcultures from the submitted culture which had been stored at 4°C for nearly three months resulted in no growth. However, a subculture stored at the Royal Free Hospital and submitted to the Mycology Reference Laboratory was found to be C globosum.
We were concerned that the Cglobosum might be a contaminant and that an Aspergillus species, which had not been successfully isolated, was the real cause of the infection. In order to investigate this, immunohistochemical staining of sections of the affected lung was performed, using a monoclonal antibody directed against the commonest species of Aspergillus found in human disease: A fumigatus, A flavus, and A niger.' Aspergillus hyphae were not seen on examination of these lung sections, suggesting that C globosum was indeed the cause of the infection.
The patient did not achieve remission and salvage chemotherapy was attempted with high dose melphalan with a view to proceeding to a volunteer unrelated donor transplant.
He developed new cavitating lesions in the right lung seven weeks after the initial operation in spite ofcontinuous treatment with high doses of liposomal amphotericin B (5 mg/kg). He A precise diagnosis is not always considered necessary for therapeutic purposes, as amphotericin B is the drug of choice for most infections with filamentous fungi. Fusarium species and Pseudallescheria boydii respond poorly to this drug, however, and confirmed infection with these organisms warrants a change of treatment to an azole antifungal. Exclusion of an Aspergillus infection may thus be useful for therapeutic purposes, given the different treatment required for these alternative pathogens.
In our case, the fungus that was isolated is a rare pathogen and a frequent contaminant. It might have been dismissed as such without the immunopathological study. Although proving that a common species of Aspergillus was not responsible for the patient's infection does not prove that the Chaetomium was the pathogen, it does make it more likely.
There were no treatment implications in this particular instance, both because a fulminant clinical course preceded full characterisation of the organism, and because invasive Chaetomium infection is extremely rare, so that treatment guidelines based on previous experience are unavailable. Of the documented cases, one was not treated with systemic antifungals,2 one was treated with intravenous amphotericin B with initial success,4 and the third the only case where in vitro sensitivity tests were carried out-was resistant to amphotericin B but sensitive to ketoconazole, which was given to the patient with good clinical, but poor mycological response5; isolation of Chaetomium ceased only after removal of the peritoneal dialysis catheter.
In conclusion, immunostaining was helpful on this occasion in excluding Aspergillus infection and ascribing pathogenicity to C globosum in a case of fungal pneumonia. The development of immunostaining techniques capable ofidentifying a variety ofdifferent fungi would be a considerable aid in the investigation of invasive fungal infections.
